In an eosinophilic population of 47 boys of the same age, a large proportion (92%) were helminth infested or atopic, or both, compared with 36% of 36 controls. The methods used to detect these conditions were not costly or elaborate, except for the radioallergosorbent test, which was used to measure concentrations of circulating IgE antibodies to atopic allergens. It is suggested that an economical approach to detect helminthiasis and atopy in cases of eosinophilia is adopted using the methods employed here, with skin prick tests replacing the radioallergosorbent test.
Mild or moderate increases in blood eosinophil counts, detected from differential leucocyte counts, may be encountered during routine health screening as an isolated laboratory abnormality without an apparent association with disease or as an epiphenomenon during a diagnostic "work up" for an illness. As with other laboratory abnormalities arising from such situations, the clinician must judge the extent of diagnostic effort needed to evaluate the unexpected findings.' Directing appropriate and cost effective investigations of isolated or incidental, mild to moderate eosinophilia requires knowledge of the various specific conditions associated with it. We have selected an eosinophilic population in Singapore that could allow a fuller and more specific characterisation of the common-that is, parasitic and allergic-causes of eosinophilia. From To determine further the extent of atopy in the two groups the concentrations of circulating IgE antibodies specific to the following allergens were assayed by radioallergosorbent test (RAST)5 using Phadebas RAST Kits (Pharmacia Diagnostics): Dermatophagoides pteronyssinus, dog dander, cat epithelium, Aspergillus fumigatus, Cladosporium herbarum, egg, and pork. The choice of these allergens was guided by previous studies in Singapore of allergic conditions.6-9 The tests were performed according to the manufacturer's instructions, except that duplicate rather than single serum samples from each individual were assayed, as recommended elsewhere.'0 The concentration of IgE specific to each allergen was classified in Phadebas RAST classes 0-4, with class 3 or 4 being considered positive-that is, with high concentrations of allergen specific IgE.
In this study, a boy was considered atopic if his serum reacted positively to one or more RAST allergens, since he had then shown evidence of IgE related reactivity to exposure to common allergens found in the environment."
Total serum IgE concentrations were determined by the solid phase radioimmunoassay using a sandwich technique, where anti-IgE is coupled to paper disc (Phadebas PRIST Kits, Pharmacia Diagnostics); the tests were done as directed by the manufacturer. 
Results
None of the boys in either group had clinical evidence of conditions associated with eosinophilia other than atopy or parasitism. Also none of them was currently ingesting drugs known to evoke eosinophilia. Table 1 shows for both groups, the eosinophil counts, the number of current cigarette smokers, the number with helminthiasis or positive reactions to one or more allergens, or both, and the IgE concentrations. Thirty boys in the eosinophilic group compared with eight in the non-eosinophilic group had helminthiasis (p = 0.005). The distribution of infestations is shown in Table 2 .
The sera of 20 boys in the eosinophilic group and only six in the non-eosinophilic group showed positive reactions to one or more allergens (p = 0.025). Except for one sample from the eosinophilic group which reacted to D pteronyssinus and cat epithelium, all of the positive sera reacted only to D pteronyssinus.
In the eosinophilic group there were 23 boys who had helminthiasis only, 13 who had positive reactions to one or more RAST allergens but who had no helminthiasis, and seven who had both; the mean eosinophil counts were 0-86, 0 74, and 0-61 x 109/l respectively. No significant differences were found Cigarette smoking has been reported to be associated with increased eosinophil counts'6 1 ' and was a potential confounding variable in this study. This possibility was excluded when no significant difference in the number of smokers between the two groups was found.
We identified 43 of 47 (91.5%) eosinophilic individuals with helminthiasis or atopy compared with 13 of 36 (36-1 %) in the non-eosinophilic group. The rest of the 8-5% in the eosinophilic group probably had rarer forms of allergy, parasitosis, or other eosinophilia associated conditions not detectable by the methods used by us. They could also be normal, particularly if the eosinophil counts were near the arbitrary cut off value of 0-4 x 109/l, given the relatively imprecise method of counting eosinophils,'8 19 although we have minimised this by defining eosinophilia only after two successive high counts.
The results of this study may be applied to form an approach to evaluate eosinophilia as an isolated or incidental laboratory abnormality. Searching for parasitism or atopy or both, depending on the geographical region of origin of the subject, is the obvious first step. In the clinically apparent cases clinical evaluation may provide a direction for deciding further confirmation. In clinically silent cases other clues may be sought; the eosinophil count may be considered since that in helminthiasis is higher than that in atopy, although in this study they were not significantly different. Total IgE concentration, which was higher in the helminth infested group than in the atopic groups, is probably not useful in routine evaluation because of its cost. 
